The quantity and identity of drugs prescribed under the National Health Service vary widely between different towns (Martin, 1957; Benjamin and Ash, 1964) . The reasons are not well understood, but differences of morbidity and mortality in the towns are not solely responsible (Lee, 1964) . The differences in prescribing between towns remain relatively stable over months and years, so that the rank order of towns with different rates or different costs of prescribing is fairly stable (Ministry of Health Reports, 1963) . In any town, there is considerable variation between individual doctors, and there is some evidence that the behaviour of particular doctors is also fairly stable over periods of time. Doctors differ not only in how much and how often they prescribe but also in what they prescribe (Weatherall, 1964) , and it is desirable to understand the origin of such differences. A study of all the prescriptions issued in one month in each of three industrial towns has already been reported (Lee, 1964; Lee, Draper, and Weatherall, 1965) . Most of the practitioners concerned in that study who had over 1,000 patients on their N.H.S.
lists were interviewed about various aspects of their practice. The present paper describes these interviews and their analysis in relation to the prescribing of the doctors interviewed. METHODS 
THE INVESTIGATION
During the inquiry into prescribing, one of the authors (J.M.L., a former general practitioner with 6 years' experience in Australia) conducted semistructured interviews (see Table I ) with 93 320 general practitioners involved. These 93 consisted of all but two of those in the smallest town, and 50 per cent. of those in the larger two, who had a list of over 1,000 patients in the Executive Council area. These doctors (27 per cent. of the total) issued 39 per cent. of all the prescriptions studied. One doctor refused to be interviewed and a second was unavailable for reasons of health. Differences between the patterns of response to the interview in the three towns are discussed in Part I of this paper. The items had been chosen after discussion with colleagues and general practitioners and a pilot trial on a small group of practitioners from an area not involved in the main study.
ANALYSIS OF RESULTS
Many but not all items could readily be given a score. Some, such as the response to the question "How many partners have you?" or "Are you on the Midwifery Register ?", were matters of relatively hard fact, although it may be noted that the answers given did not always agree with those obtained from published sources. Other items asked the practitioners to estimate theoretically measurable data, such as the total number of patients they had seen during the previous week, and the number suffering from depression, coronary heart disease, and other conditions in the previous month. Still other items asked about attitudes and matters that could not be measured objectively: e.g. "What proportion of patients make unreasonable demands upon you?"; "Do you feel that you are an integral part of the N.H.S. ?" There are of course no hard and fast borderlines between the various classes of information sought. Those items that could be scored on a quantal basis or on a ratio or interval 170 Some differences between the three towns, the identities of which are concealed in the same way and for the same reasons as in the preceding reports of this work (see Lee, 1964) , can be deduced from Table I .
In Town 1 the number of partnerships was smallest and the median number of partners lowest, and almost twice as many of the partnerships that did exist operated separate lists: doctors there practised more frequently from their homes, had proportionately more branch surgeries, and (as would be expected) more often employed an assistant in the practice than did those in the other towns. Only one doctor in Town 3 practised from home and only one had an assistant. All doctors in Town 1 were on a rota system as were most in the other towns; only 50 to 60 per cent. felt they had adequate free time. About a third of all doctors operated an appointments system or special clinic more often, but whereas very few in Town contributed nearly a third of the total variance (Table V) , and it appeared reasonable to label this the "quality of practice" factor. The doctors with the highest positive scores on Factor 1.1 were in larger partnerships, made more home visits, attended more midwifery cases, and had more outside interests. They were less inclined to think their patients made excessive demands or attended with trivial complaints; they were more aware of unwanted effects of drugs, attended more postgraduate courses, and felt less isolated and less in competition with their colleagues.
Doctors scoring positively on Factor 1.2, compared with the negative scorers, had a smaller load in every way, reported fewer instances of the medical conditions specifically inquired about, felt less isolated, and were more content with their free time. They also reported fewer problems with drug toxicities, particularly with chlorpromazine, and in general were more satisfied with their training in therapeutics. Perhaps not surprisingly, they also considered that a larger proportion of their prescriptions were for frank placebos.
The doctors with positive scores on Factor 1.3 were less likely to work alone or in smaller partnerships; they had a higher work-load and reported higher morbidities of all kinds; they believed they were consulted for fewer trivial complaints; they had more contacts with hospitals, consultants, and M.Os.H. than their colleagues. They were more likely to consult a G.P. than a consultant for illness in their own family, and in general felt less isolated than their colleagues with high scores on this factor. They were more critical of their training in therapeutics.
PART III. ANALYSIS OF PRESCRIBING The procedure for compiling a complete record of each doctor's prescriptions during the particular month of the study has been described by Lee (1964) and the basis of the pharmacological classification by Weatherall (1964) . The prescriptions were divided into fourteen groups according to the mode of administration (so that ointments, eye drops, and other local applications were separated from drugs for systemic use) and the system on which the remedy was expected to have its main effect. The mean frequencies of prescribing calculated for the 93 doctors studied (Table VII) were based on the same information as those given by Lee (1964) and Weatherall (1964) (Table VIII) . The lowest correlation (r = +0 46) is between medications for allergic conditions, including sera and vaccines, and drugs for respiratory disorders. Individually formulated remedies, which may include ingredients of any therapeutic class, are not strongly correlated with all other prescriptions. The many correlations about +0-8 indicate that the frequency of his prescribing is characteristic of a doctor's behaviour, and also that high frequency does not arise from zeal for a particular group of remedies. The mean of all 91 correlations is about +0 7: this feature therefore contributes about 50 per cent. of the variance to the frequency of prescribing. Principal component analysis as before (Harman, 1960) However, although more detailed connexions can in principle be sought in the case of specific diseases, few diseases are in fact uniquely related to a particular group of drugs, in the sense that only those drugs are used for the disease in question and for no other. The relationship between depression and anti-depressive drugs may appear to be an exception, but at the time of this study the use of specific anti-depressive drugs (monoamine oxidase inhibitors and imipramine) was relatively novel, not universal, and certainly not unique: amphetamine and related drugs were still commonly used, but no doubt on many occasions for such other purposes as the suppression of appetite. Nevertheless, an attempt has been made to relate these materials, derived from the two parts of the present study. The ratio of amphetamine-like to anti-depressive substances prescribed by each doctor (Figure, abscissa) on the number in this category that the doctor believed he had seen in the previous month (ordinate: cf. Table IV 
